There were no palpahle axillary 1ymph nodes nor supraclavicular nodes. Fine-needle aspiration cytology revealed invasive ductal carcinoma. The patient underwent a partial resecti,on ofthe right breast (breast conserving therapy) and a right axillary ]ymphadenectomy.
Macroscopically, the resected specimen revealed a white tumor measuring 1.2 × 1.2 x 1.0 cm.
The TNM classification was diagnosed as TlcNOMO stage I. Histopathologically, the tumor revealed a proHferatjon of atypical epithelial cells with apoerine djfferentiation, arranged in a papillotubular or cribriform growth pattern with stromal invasion. The tumor celis showed irregular round-shaped nuclei often containing prominent nucleoli, and had particularly abundant eosinophilic granular cyteplasm.
In the immunohistochemical analysis, these carcinoma cells were positive fbr Gross Cystic Disease Fluid Protein 15 and the androgen receptog whereas they were negative for the estrogen and progesterone receptors.
Immunohistochemical staining for Contrast-enhanced computed tomography (CT) showed a well-enhanced tumor with an irregular form (Fig. 2 ).
Enhanced magnetic resonance imaging (MRI) revealed a mass of high intensity in the right breast, and intraductal spread was not detected (Fig, 3) , The tumor was quickly enhanced fbllowing the iajection of gadolinium diethylenetriamine-pentaacetic acid, and the time-intensity curve showed a peakand-plateau pattern. This diagnostic imaging suggested an invasive dnctal carcinoma, especially solidtubular carcinoma.
Fine-needle aspiration cytology suggested a maligriant tumor. The patient underwent a partial resection of the right breast (breast conserving therapy) and a right axillary lymphadenectomy. MacroscopicallM the resected specimen revealed a white tumor measuring 1.2 × 1,2 × 1.0cm. Histopatholegically, the tumor lesion revealed a proliferation of atypical epithelial cells with marked apocrine differentiation, arranged predominantly in a papillotubular or cribrifbrm growth pattern with stromal invasion, associated with occasional comedo necrosis and desmoplastic fibrosis, The tumor cells showed irregular, round-shaped nuclei containing prominent nucleoli, and had sharply distinct cell borders and characteristically abundant eosinophilic cytoplasm ( Fig. 4A, B ). In the immunohistochemical analysis, these carcinoma cells were positive fbr gross cystic disease fluid protein 15 (GCDFP-15) and the androgen receptor (AR) ( Fig. 5A, B ). Based on these features, the pathological diagnosis was apocrine carcinoma of the breast. Both the estrogen and progesterene receptors were negative in the tumor.
An immunohistochemical analysis of HER2 expression using the Hercep Tlest Vk)ntana Medical Systems, Inc, was fbund to be negative (score O). There were no metastases in the axillary lymph nodes. The TNM classification was diagnosed as TlcNOMO stage I, The surgical margin was pathologically negative.
Postoperatively, the patient was administered radiation therapy fbr the right breast with a total dose of 50 GM and adjuvant chemotherqpy (5-FU) was administered for 2 years after surgery. The patient has since remained well for 8 years without any evidence ofrecurrence. infi1trating type is aggressive, and frequently leads to lymph node metastasis [22] . Our case was characterized by a local spreading pattern rnainly involving stromal invasion, thus categorized into the infi1trating type (type III). The tumor cells were asseciated with lymphatic permeation, however, lymph node metastasis was not observed in this case. Consequently, the clinical behavior ofour case was favorable, The histological grade of apocrine carcinoma generally seerns to be low, and this low histological grade is consistent with a favorable prognosis. These studies, however, were based on small numbers ofpatients, and analyses ofmulti-institutional surveys are therefore needed.
In our case, the carcinoma cells were positive for the AR, GCDFP-15, and negative for the ER and PgR, indicating that the tumor was a pure apocrine carcinoma.
The histological grade was relatively low (gradel), and there was no lymph node metastasis. The patient has remained well fbr 8 years after treatment without any evidence of recurrence. : 195-201 Henma N, Takubo 
